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Gentlemen :\p=m-\Thispatient has a large interior
abscess pointing in the right lumbar region. There
is no deformity to suggest caries of the spine, but
the caries might exist without the deformity being
yet developed. The elder Gross put on record the
statement that these abscesses always or nearly al-
ways spring from carious vertebr\l=ae\,and with like
uniformity terminate in death. Erichsen and others
are of the opinion that the causes are generally
tubercle.

Both these opinions are erroneous. The connect-
ive tissue in the interior lumbar region is liable to
inflammation and suppuration from various causes,
just like connective tissue anywhere, and when it
occurs, a lumbar abscess results, whether the bone
is diseased or not. Dr. Gross based his opinion on

post-mortem statistics. Now we should reflect that
all-important as dead-house studies are, yet the pa¬
thologist sees there only fatal cases, which differ in
many respects from the thousands that recover, and
do not appear before him. Some dead-house pathol-
ogists do not bear this in mind, and judge the living
cases too much by the post-mortem conditions. Cer¬
tainly many cases of lumbar abscess recover under
modern antiseptic treatment, and show no signs,
either before or after, of tuberculosis. However,
do not look at this matter entirely from one side.
There is no doubt that in many cases caries does
exist, and that part of these are tuberculous. We
live in a somewhat non-tuberculous region as com¬

pared with the North Atlantic seaboard, tuberculous
diseases here being, perhaps, thirty or forty per cent,
less frequent than there. Hence I have no doubt
that lumbar abscesses are less frequently tuberculous
with us than with our Atlantic coast pathologists.

However this may be, the patient before us is not
proved to have either caries or tubercle. There is
no proof of any syphilitic diathesis, and the urine

1Delivered at the Mercy Hospital, Chicago.

contains no albumen. There is nothing to forbid
the hope of entire recovery so far as external exam¬
ination goes.

The patient has been already subjected to four as¬

pirations. The object of this was two-fold : First,
a considerable number of lumbar abscesses can be
completely cured by from three to eight applications
of the aspirator; and secondly, if these fail, we at
least keep the sac collapsed for a considerable time,
and thus enable it to contract its walls and diminish
its magnitude. When the aspirator method is suc¬
cessful in effecting a cure, you will observe that the
pus grows more watery at each drawing, and finally
may be almost pure serum. In this case, as you re¬
member, we have aspirated four times, washing out
the cavity with carbolated water at the strength of
two and one-half per cent., without effecting any
improvement in the pus. I conclude that the aspi¬
rator plan will not be likely to succeed in this case,
and we must proceed to treat it by the open method.

Before the development of antiseptic surgery the
opening of lumbar abscesses was greatly dreaded.
Abundant and melancholy experience had shown
that immediately after the opening the pus of the
vast interior cavern underwent putrefaction, and
by its absorption rapidly poisoned the patient. Hec¬
tic set in, exhaustion followed, and death early or
late closed the case. I recollect well a gentleman
who kept at his office work in fair health until the
abscess was as thin as paper, and about to break
spontaneously. In accordance with the doctrine then
prevalent, I had postponed the opening to the latest
possible moment. Seeing the rupture was about to
take place, I took him from his office still in appar¬
ent good health, gave him tonics, and opened the
cavity. A vast collection of pus rushed out, hectic
soon followed, and in two weeks he was dead of
blood poisoning. Now, with antiseptic measures,
all this terror has vanished like an ugly dream.
The internal caries, or tuberculosis, if present, may
not be always curable, but the opening of the ab¬
scess is no longer a serious danger. Let me impress
it upon you that so far as lumbar abscess alone is
concerned, it is only dangerous when it is so com¬

plicated in its internal burrowings that it mechani¬
cally prevents you from disinfecting and draining all
parts of it. We need here a bolder surgery than we
have formerly practised to enable us to open up and
tube the interior.

You see this fluctuating tumor on the patient's right
lumbar region, between the ribs and the crest of the
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ilium. It gives a succussion upon coughing like a

hernia, but hernia rarely exists here, and besides, there
is no resonance of air in it such as a hernia is likely
to present. Still, at the beginning of these cases

always test the contents with a small aspirator tube
to make sure of the diagnosis. This fluctuating
prominence is the outer sac, just under the integu¬
ments. A lumbar abscess pointing externally con¬
sists of an inner and ah outer sac, connected by an
isthmus or tube which is sometimes an inch in diam¬
eter and sometimes smaller than a pencil. As this
outer sac is proved to contain only pus, it may be
freely opened without fear, but this alone will not
enable you to disinfect the interior sac. Injections
thrown into it, even with some force, do not pass
freely through the isthmus into the interior cavity.
Opening the sac, therefore, widely, I search with my
finger for the channel leading to the interior cavern.

Usually it will be found just outside the common mass
of the erector spinal muscles, where the thin fascia of
the abdominal muscles emerges from under its border.
Often the inner orifice will be found in the angle
formed by the crest of the ilium with the spine. In
this case, I find the channel just outside the erector
spin«, and on account of its size readily insert my
finger into the inner cavity. I perceive that the latter
is ovoid in form—about six inches long, and three
inches in its shorter diameter. It is simple in shape,
and presents no long passages extending out beyond
the reach of my finger. The upper and posterior
part extends a little up into a sort of pocket behind
the right lobe of the liver, but the end of the pocket
is a rounded cul-de-sac easily reached by the finger,
and presenting no extension beyond.

The place where the kidney should lie is vacant.
This does not mean that the kidney is destroyed, but
only that the abscess, burrowing behind it, has loos¬
ened its posterior attachments, lifted it out of the
hollow of the ribs, and crowded it with other tissues
forward and inward. All along the inner border of
the cavity my finger explores the side and part of the
front of the spinal column. Here is the place to
search for caries. After carefully exploring every
part, I find that the bone is everywhere covered with
a sound periosteum, which is not thickened as in bony
inflammation, and reveals delicately to the finger the
natural curves and hollows of healthy vertebra;. I
find no naked bone anywhere, and no change of
form. These vertebra; are therefore sound. This
exploration is important, both for diagnosis, and be¬
cause in some instances a sequestrum can be found
and removed, and in others carious spots can be
safely scraped. An examination of the inner surfaces
of the ribs shows these bones also to be sound.

This, then, is purely an abscess of the soft parts,
and quite hopeful of cure. I now wash it out clean
with an antiseptic solution, put in a drainage tube
reaching well into the depths of the inner cavity, and
 dress it antiseptically. You will find that this patient
will have no hectic; she will have a good appetite, she
will improve in color and flesh, and if the drainage
and antiseptic washing be faithfully carried out, she
will probably recover.
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PNEUMATIC DIFFERENTIATION.
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A novelty in therapeutics, be it a drug or a device,
is liable to suffer one of two fates, i. e., disuse from
merited distrust, or misuse from misplaced confidence
and unwarranted enthusiasm. If the pneumatic
cabinet, which is open to the reproach of novelty,
justifies its existence by a promise of sound useful-
ness, it is to be hoped that the profession will save it
from both of these fates. Its proper place and uses
should be fully determined by competent and reliable
men, and it should be prevented from falling into the
hands of unscientific investigators. That it has a
useful place among the weapons that comprise a

physician's armament, it is the object of this paper
to show, but just how extensive its field is, remains
for time and thorough investigation to demonstrate.

Dr. Vincent Y. Bowditch, in the Boston Medical
and Surgical Journal of July 16, and the Journal
of the American Medical Association, of August
i, confirms the cases reported by Dr. H. F. Williams
in the Medical Record of January 17. Dr. Williams'
further report of these cases and others before the
Climatological Society appears in the New York
Medical Journal, of October 3.

The cabinet is an instrument by means of which
the following results are sought :

ist. The strengthening and developing of weak
and poorly expanded lungs.

2d. The arrest of pulmonary disease in its earlier
stages.

3d. The prolongation of life with comparative
comfort in those cases of pulmonary disease in its
later stages where a cure is impossible.

It is well determined that high altitudes have a
marked influence over pulmonary disease. It has
always seemed to me that John Hughes Bennett was
right in saying "that if the process employed by
nature could be discovered, and then imitated by art,
we might ultimately arrive at the true principle of
cure." Acting upon the belief that it was the influ¬
ence of atmospheric pressure that gave to " high
altitudes" their beneficial effects, the cabinet was
constructed.

The cabinet is an air-tight chamber, in which the
patient sits or reclines, breathing from the outside
through a flexible tube. We exhaust a small portion
of the air about him, causing a deep, easy and pleas¬
ant inhalation, filling every part of the lungs with the
air or spray, producing a stronger and more regular
circulation, bringing the blood into complete relation
with the oxygen of the air, and introducing the medi¬
cation in every recess with ease; we have now simply
aided the patient to take a deeper breath than he
otherwise could. We can then either produce a
compression of the air about the body, compelling
an evacuation of the lungs, and repeat the former
movement, or we can continue the rarefied condition
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